Diagnosis
The hematoxylin and eosin-stained surgical specimens from the left maxillary sinus and alveolus demonstrated irregular deposits of osteoid and trabeculae of woven bone with adjacent and peripherally placed islands of epithelioid osteoblasts (Fig. 4) . Solid sheets of epithelioid cells were present within the intertrabecular areas ( Fig. 5 ) and scattered deposits of immature ''blue bone'' were identified as admixed with the neoplastic cells (Fig. 6) . The epithelioid cells displayed an eccentrically-placed nucleus and abundant eosinophilic appearing cytoplasm, thereby resembling a plasma cell. Prominent nucleoli, an occasional cytoplasmic inclusion and mild cellular pleomorphism also characterized the lesional cells (Fig. 7) . While rare mitotic figures were present, no atypical mitotic figures were identified. There was no evidence of obvious tumor invasion of host lamellar bone.
Disclaimer: The opinions and assertions expressed herein are those of the authors and are not to be construed as official or representing the views of the Department of the Navy or the Department of Defense. I certify that all individuals who qualify as authors have been listed; each has participated in the conception and design of this work, the writing of the document, and the approval of the submission of this version; that the document represents valid work; that if we used information derived from another source, we obtained all necessary approvals to use it and made appropriate acknowledgements in the document; and that each takes public responsibility for it. We are military service members. This work was prepared as part of our official duties. Title 17 U.S.C. 105 provides that 'Copyright protection under this title is not available for any work of the United States Government.' Title 17 U.S.C. 101 defines a United States Government work as a work prepared by a military service member or employee of the United States Government as part of that person's official duties.
Discussion
Epithelioid osteoblastoma (EO) is a rare histologic variant of osteoblastoma comprised of numerous large epithelioid osteoblasts that rim the periphery of bony trabeculae and are organized into large sheets within intertrabecular areas [1] . EO is also referred to as aggressive osteoblastoma due to its propensity for locally-invasive growth and high rate of recurrence [2] [3] [4] . Previously, the term ''malignant osteoblastoma'' was utilized to denote this lesion; however, none of these tumors have been reported to have metastasized and, thus, the preferable term is aggressive osteoblastoma [3] .
Osteoblastomas are more commonly seen in males with a 2.5:1 ratio when compared to prevalence in females. This benign bone-forming neoplasm typically affects patients between the ages of 10-30 years and is most commonly found in the vertebral column and long bones [5, 6] . When present in the head and neck, the most common site of involvement is the gnathic skeleton with the mandible being affected 2-3 times more frequently than the maxilla. The majority of mandibular osteoblastomas arise within the body of the mandible [7] . Clinically, aggressive osteoblastomas demonstrate rapid growth and are locally destructive, and present as expansile osteolytic lesions with focal radiopacities that can be clinically and radiographically mistaken for osteosarcoma. Jaw lesions often present with significant pain and may induce tooth mobility, thus leading to misdiagnosis of early lesions as a dental-related infection or osteomyelitis [2, 4] .
The histologic differential diagnosis for EO includes conventional osteoblastoma (CO) and low-grade osteosarcoma (LG-OS). The hallmark histologic feature of EO is the presence of plump epithelioid osteoblasts arranged in large sheets encompassing intertrabecular spaces as well as lining the periphery of lesional bony trabeculae. The epithelioid osteoblasts typically have a plasmacytoid appearance with abundant eosinophilic cytoplasm, welldefined cell borders, and eccentric round to oval nuclei with occasional nucleoli. The presence of these epithelioid osteoblasts is the primary criterion utilized to distinguish CO from EO. Examination of the interface between the lesion and host cortical bone is important in differentiating between EO and LG-OS. Tumor infiltration and entrapment of host bone indicates a more ominous pathologic process and is suggestive of LG-OS. While mild cellular pleomorphism and a low mitotic rate (less that 4 mitotic figures for 20 high-power fields) are acceptable findings in EO, the presence of atypical mitotic figures and/or chondroid differentiation (features of osteosarcoma) are absent in EO and favor the diagnosis of LG-OS [2] [3] [4] 8] .
The radiologic differential diagnosis for osteoblastoma includes ossifying fibroma, chondrosarcoma, and osteosarcoma. The lesion typically presents as a radiolucent, well-circumscribed, expansile mass with focal calcification [1] . However, EO has also been reported to present with a more aggressive radiologic appearance. Occasionally, the locally aggressive lesion may present as a poorly-circumscribed, bone-producing mass demonstrating cortical destruction and an associated soft tissue mass, features of which are worrisome for malignancy [1, 8, 9] . Histologic examination of the tissue is required for definitive diagnosis. Due to the aggressive behavior and propensity for recurrence associated with EO, the recommended treatment for these lesions is surgical resection with wide margins and subsequent reconstruction. Adjuvant radiation and/or chemotherapy are contraindicated [1, 2, 4, 5] . The patient in this case underwent resection of the lesion and currently has an oral-antral fistula. He is being closely followed with serial exams and imaging studies to evaluate for recurrence. A separate reconstruction procedure will be performed, providing the patient does not exhibit signs of recurrence.
